BRITISH MEDICAL JOURNAL VOLUME 292 3 MAY 1986 remaining patients suffered from this condition as the usual distribution of dysaesthesia was between ankle and. knee. All of our patients had their symptoms bilaterally. We would agree, however, that the tarsal tunnel syndrome should be seriously. considered in patients. presenting with leg dysaesthesia, particularly if the symptoms are unilateral. Patients whom we see with this condition usually complain of a burning, rather than a crawling, intensely unpleasant sensation; this is usually localised to the toes and the sole, though the pain, as in the carpal tunnel syndrome, occasionally radiates proximally. The pain is indeed worse at night and relieved by movement. The relief, however, is only partial and does not develop as rapidly as in the restless leg syndrome, in which it is almost instantaneous. During the course of the study one patient was identified with this condition and her symptoms were unilateral. The painful sensation was not characteristic of the restless leg syndrome and minimal relief was gained by movement. The condition was confirmed by nerve conduction studies and the patient was excluded from our study.
DAVID BLAKE G REYNOLDS The general conclusions of the study are based on two assertions. One is that most general practitioners find it difficult to make a clinical diagnosis which closely matches an endoscopic one. They cite other studies in support of this and have themselves found that the accuracy with which family doctors evaluated dyspepsia was about 50%/o. 'They also consider that all patients with non-ulcer dyspepsia are part of the spectrum of acid peptic disease, and although they state in their introduction that "many suspect that acid peptic disease presents a range of clinical features and that early symptomsof dyspepsia may herald the start of the chronic intermittent disease," they do not examine this critically in the light of their own findings. They do not, for example, discuss the possible contribution to upper abdominal symptoms of such abnormalities as motility'disturbances, which may affect the stomach, small bowel, and transverse colon and produce symptoms almost indistinguishable from mucosal lesions in the stomach and duodenum.
Developing their rather fatalistic view of the inability of general practitioners to make accurate diagnoses in dyspepsia, they propose as a solution an ever increasing load on die endoscopy services by suggesting that patients relapsing after initial treatment for their first episode of dyspepsia or those aged over 40 sh-ould be investigated by endoscopy. They do not consider the alternative Many of these bab'ies.are left with a greater or lesser degree of bronchopulmonary dysplasia after leaving special care baby units, and well meaning health professionals may advise against pertussis immunisation for such infants, especially if the neonatal illness has been associated with any neurological symptoms. We have just such an infant under our care at the present time-born at 30 weeks' gestation and ventilated successfully in the neonatal period but left with muinimal bronchopulmonary dysplasia. Now, at the age of9 months, he has severe whooping cough (contracted from an unimmunised older sibling) with apnoeic attacks and needs intensive treatment with intermittent positive pressure ventilation. When asked, his parents state that he "has never been well enough to be immunised," and he is therefore highly vulnerable to pertussis. We believe that a strong policy of encouraging immunisation against pertussis should be advised in this highly susceptible group ofinfants, which is likely to grow with the increasing success of neonatal intensive care. 
